	                                       
TO:      		
		  		   BALANCE CAFÉ - THE COOKING SCHOOL
	             		    P.O.BOX: 25030
  			                TEL: 97145154051/50  FAX : 971 4 3397734
FROM: __________________________________      DATE: ___________
Dear Sir/Madam,
We hereby confirm that we agree to pay the following payment to BALANCE CAFÉ- THE COOKING SCHOOL, against the following services, and authorize them to use the following credit card details to process these payments at the specified dates.
	PARTICULARS
	NO OF
CLASSES
	DESCRIPTION
	AMOUNT

	            
· Single

· Package

	


_______
	
· Thai
· Italian
· Indian
· Healthy Meal

	
__________

___________


TOTAL AMT
2. Credit Card Details:
	Type: (x)	       Visa			          Master			Amex

Number: 
Expiry Date: _____MM/YY: ______/______ 			Total Amount:
Total Amount In Words:       ____________________________________
Name of the Card Holder:    __________________________________
Billing Address:                    ___________________________________________
Date of Birth                         __________________________________________
Telephone No (Res, Mob)    __________________________________________
Email:                                    __________________________________________
Yours Sincerely,                                                                                    Acknowledgment,
Name:      _________________________		    	             ________________
  Balance Café
Signature: _________________________                                                 (Received Sign)
Date:         _________________________			              Official Stamp:
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